
Foodborne Diseases Active Surveillance Network (Foodnet) Case Report Form: {Site} 

PHLIS ID Number (Patient-Specimen):  CDA#~~~~-~~~~~~~~~-~~~
Patient'sname:                                                                                                                                                                                              

Last First

Address                                                                                                                                                                                                            

               Number/ Street City  State  ZIP

1) County (residence of patient):                                                                           Phone No: (             )          -                

2) Sex: ~ Male ~ Female  ~ Unknown 3) Date of birth (mo/day/yr):            /          /          

4) Race (if known): 5) Ethnicity

~ White ~ American Indian or Alaska Native ~ Unknown ~  Hispanic ~  Unknown

~ Black ~ Asian or Pacific Islander ~  Non-Hispanic

6) Specimen collection date (mo/day/yr):              /          /          7) Age:______ 8) If < 1 year, age in months:________

9) Submitting Lab:_____________________________________ Phone: ( )_____-___________

Submitting Physician:__________________________________ Phone: ( )_____-___________

Physician Address_____________________________________________________________________________________________ 

Number/ Street City  State  ZIP

10) Source of specimen: ~ Stool        ~ Blood        ~ CSF        ~ Unknown   ~ Other sterile site (specify):____________________

11) Isolated Bacteria:

~   Salmonella (serogroup/serotype__________________________) ~   Vibrio (species____________________)

~   Shigella (serogroup/species___________________________) ~   Listeria monocytogenes

~   Campylobacter (species____________________________) ~   Yersinia  enterocolitica

~   E. coli  O157 ~ Other (specify):__________________

 If final identification is E. coli O157, was it H antigen positive? ~ Yes ~ No/Nonmotile ~ Unknown ~ Not done

 If H antigen positive,  provide H antigen number:__________

 If E. coli O157 is Nonmotile, was it Shiga-like toxin producing? ~ Yes ~ No ~ Unknown ~ Not done

Specimen ID number (accession number) :______________________________________________________

12) If specimen collection date is not available, date received in laboratory (mo/day/yr): ____/____/____ 

A. Hospital Follow-up:

13) Patient status at the time of specimen collection: ~ Hospitalized ~ Outpatient ~ Unknown

14) If outpatient, was the patient subsequently hospitalized?  ~ Yes    ~ No       ~ Unknown

15) If patient was hospitalized (that is, if answered "Hospitalized" to #13  or  "Yes" to #14)  please provide the following information:

Hospital name:__________________________ Hospital date of admission (mo/day/yr): _____/_____/____

Patient ID number:_______________________ Hospital date of discharge (mo/day/yr): _____/_____/_____

15a) Transferred to another hospital?  ~ Yes      ~ No       ~ Unknown

15b) Transfer hospital name:______________________________________________________

16) Outcome:  ~ Alive  ~ Dead ~ Unknown

B. Health Department Follow-up: If isolate further characterized by the state lab, please update question 11.  

17) If Salmonella or E. coli O157, did the state lab receive the isolate? ~ Yes ~ No ~ Unknown

17a) If yes,  state lab isolate ID number:______________________________________________________________

18) Case found during an audit? ~ Yes ~ No ~ Unknown

19) Case in the case-control study? ~ Yes ~ No ~ Unknown

19a) If no, reason not in case-control study________________________________________________________________________

20) Is case report complete ~ Yes ~ No ~ Unknown

20a) If yes, date case report completed (mo/day/yr):  ____/____/____ 18b) Person completing case report (initials):_____


